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Introduction
Bullying in youth is defined as intentional negative behav-
ior that typically occurs repeatedly and where there is an 
imbalance of power, with a more powerful person or group 
attacking a less powerful one [1, 2]. The aggressive behav-
ior may be verbal (e.g., name-calling, threats), physical 
(e.g., hitting), or psychological (e.g., rumors, exclusion) 
[2].
Estimates of the prevalence of bullying involvement 
(either as a perpetrator or victim of bullying) differ widely. 
This may partly be explained by differences in the methods 
used to measure bullying involvement, but it probably also 
reflects national differences [3, 4]. In a cross-national study 
by Craig et al. [4] that included 202,000 adolescents in 40 
countries, the prevalence of involvement in bullying among 
boys ranged from 9 to 45% and among girls from 5 to 36%. 
Further, 11% of adolescents reported bullying others, 13% 
reported being bullied and 4% reported being both a bully 
and a victim of bullying. In their study, adolescents in Bal-
tic countries reported higher rates of bullying and victimi-
zation, whereas northern European countries reported the 
lowest rates. Boys reported higher rates of bullying than 
girls in all countries while, in most countries, victimization 
rates were higher for girls. [4].
Bullying behavior during childhood is associated with 
many psychiatric disorders including depression, con-
duct/oppositional disorder and attention deficit disorder 
[5–8]. Bullying involvement also has more longstanding 
consequences. Several studies have indicated that bully-
ing involvement in childhood has various psychological 
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consequences later in life, but some of the results are con-
troversial [6, 9–14]. Vaughn et al. [10] identified significant 
correlations between a lifetime history of bullying behavior 
and bipolar disorder, substance use disorders and conduct 
disorder. Studies have shown that being a victim of bully-
ing increases the risk of anxiety disorder and being both a 
victim and perpetrator of bullying increases the risk of anx-
iety disorders, adult depression and panic disorder in early 
adulthood [11, 13]. Furthermore, bully victims have been 
found to have 1.5–5.4 risk of suicide attempts in the gen-
eral population [15].
Personality disorders (PDs) are common psychiatric dis-
orders. It has been established that early life experiences, 
particularly when several adversities occur during child-
hood, and parental care associate with PDs later in life [16]. 
PD symptoms during the school years have been found 
to associate with disturbances in social relationships and 
poor school performance [17, 18]. Furthermore, it has been 
found that peer-group problems emerging in late childhood 
and adolescence are predictors of later PD features [19]. 
Additional studies have suggested that bullying involve-
ment relates to certain types of personality disorders (PDs). 
Studies [11, 13] have shown that being a bully or a bully 
victim in childhood or in adolescence increases the risk 
of antisocial PD in early adulthood. Furthermore, signifi-
cant associations between bullying and antisocial, paranoid 
and histrionic PDs have been shown [10]. According to the 
Diagnostic and Statistical Manual (DSM-IV-TR) [20], PD 
is an enduring pattern of inner experience and behavior that 
deviates significantly from the expectation of the individu-
al’s culture and is pervasive and inflexible. PD has an onset 
in adolescence or early adulthood, is stable over time, and 
leads to distress or impairment. DSM-IV-TR classification 
includes ten categories of PD, which can be divided into 
three clusters.
The aim of the present study is to examine whether bul-
lying involvement in adolescence (either as a perpetrator 
or victim of bullying) is associated with PDs diagnosed 
in early adulthood (under the age of 30). This association 
was examined for men and women, separately. The study 
sample consisted of subjects who had required psychiatric 
inpatient treatment between the ages of 13–17.
Methods
This study is a part of a clinical follow-up project, STUDY-
70, which has been described in more detail previously 
[21]. The STUDY-70 project was initiated to examine 
the association of various psychosocial risk factors to the 
outcomes of severe psychiatric and substance use disor-
ders among adolescents, who were treated in a psychiatric 
adolescent inpatient ward (Unit 70) at Oulu University 
Hospital. The catchment area of Unit 70 is Northern Fin-
land, which includes the provinces of Oulu and Lapland. 
This area covers approximately 40% of Finland’s land area. 
In this area, all young adolescents who require acute psy-
chiatric hospitalization are treated in Unit 70. The study 
was approved by the Ethics Committee of the Faculty of 
Medicine, University of Oulu.
Participants and procedure
The study population consisted of 637 adolescents aged 
13–17, who were admitted to Unit 70 between April 2001 
and March 2006. Individuals aged over 18 years (n = 1) and 
adolescents with intellectual disability (n = 26) or organic 
brain disorder (n = 3) were excluded. In addition, individu-
als whose inpatient stay was so short that their interviews 
could not be completed (n = 22) were excluded from the 
study, as were adolescents who did not or whose guard-
ians did not provide written informed consent to participate 
(n = 77). The final study sample consists of 508 adolescents: 
300 girls, 208 boys, which was 83.7% of all eligible adoles-
cents. The mean age of the participants was 15.5 years (SD 
1.3). 98% of the adolescents were Caucasian. The follow-up 
time after index hospitalization at Unit 70 varied from 5.5 to 
12 years. The STUDY-70 project was approved by the Ethics 
Committee of the Oulu University Hospital.
The adolescents were interviewed during hospitaliza-
tion using the semi-structured Schedule for Affective Dis-
order and Schizophrenia for School-Age Children, Present 
and Life Time (K-SADS-PL) [22]. K-SADS-PL has been 
shown to be a reliable method for defining DSM-IV diag-
noses [22, 23]. The parents were interviewed if any infor-
mation was missing or remained unreliable after interview-
ing the adolescent. Information about each adolescent’s 
school-related factors as well as their parents’ employment 
status and substance-related problems were collected from 
the European Addiction Severity Index (EuropASI) [24]. 
Causes for hospitalization were based on the informa-
tion gathered using the semi-structured admission form at 
admission to psychiatric unit 70.
Information on hospital discharges and outpatient vis-
its were extracted from the Care Register for Health Care 
(CRHC) provided by the Finnish National Institute for 
Health Welfare (THL). Hospital discharges cover the life-
time inpatient treatments of adolescents. Outpatient visits 
consist of specialist level treatments since the year 1998. 
Psychiatric diagnoses in these registries were based on 
ICD-9 classification before year 1996 and, since then 
onwards, the ICD-10 classification [25]. In this study, 
information on registries was available until the end of the 
year 2012.




Information on bullying behavior was selected from two 
sections of K-SADS-PL. First, in the section covering 
school adaptation and social relations, participants were 
asked whether or not they have ever been bullied. Second, 
information on the bullying of others was obtained from the 
conduct disorder criteria. The adolescent were asked sev-
eral questions: Has there ever been a time when any kids 
really got on your nerves? Did you sometimes do things to 
get back at them? Like what? Did you call them names? 
Threaten or beat them up? Push them? Trip them? Knock 
their books out of their hands? Come up from behind and 
slap them in the face? How often did you do these things? 
K-SADS-PL interview categorizes bullying as follows: 
0, no information; 1, not present; 2, sub-threshold (bul-
lied, threatened or intimidated another on only one or two 
occasions; 3, threshold/bullied, threatened or intimidated 
another on three or more occasions). Bullying was defined 
as present if a subject was categorized as having a threshold 
level of bullying. Using this information on bullying behav-
ior, the adolescents were then categorized into four mutu-
ally exclusive subgroups: victims of bullying, bullies, those 
who have been both perpetrators and victims of bullying, 
and those with no involvement in bullying behavior. This 
categorization is widely used in the literature and is sup-
ported by the finding that bully victims constitute a clearly 
distinct subgroup from either bullies or victims [26]. In the 
current study, the subgroups for bully and bully victims 
were combined into one group to justify the statistical com-
parisons between the different groups of bullying behavior.
Personality disorders
Diagnoses for PD (ICD-9: 301, ICD-10: F60.0-0.9) were 
based on in- and outpatient information from the CRHC 
after index hospitalization period until the end of 2012. The 
PD validation process is described in an earlier publica-
tion [27]. ICD-diagnoses [25] were converted to research 
diagnoses based on DSM-IV-TR, because the DSM-5 
was not in use in Finland at the time the study was con-
ducted. According to the instructions for ICD-10, PDs 
tend to appear in late childhood or adolescence and con-
tinue to be manifest into adulthood. It is, therefore, unlikely 
that a diagnosis of PD will be appropriate before the age 
of 16 years. Furthermore, the ICD-10 and DSM-IV criteria 
of personality disorders states the deviation of personality 
cannot be explained as a manifestation or consequence of 
other adult mental disorders. Therefore, we excluded those 
subjects (n = 15) who were diagnosed with severe psy-
chotic disorders, such as schizophrenia or schizoaffective 
disorder. A total of 73 (32 males, 41 females) subjects had 
received a PD diagnosis. Those aged under 16 years with 
comorbid schizophrenia spectrum diagnosis or cyclothymia 
were excluded, leaving 57 (24 males, 33 females) subjects 
included in the study.
According to the DSM-IV criteria [20], the PDs were 
classified into three clusters. Cluster A consists of paranoid 
(ICD F60.0, DSM-IV 301.00), schizoid (F60.1, 301.20) 
and schizotypal (F21, 301.22) PD. Cluster B includes anti-
social (F60.2, 301.70), borderline (F60.31, 301.83), histri-
onic (F60.4, 301.50) and narcissistic (F60.8, 301.81) PD. 
Avoidant (F60.6, 301.82), dependent (F60.7, 301.60) and 
obsessive–compulsive (F60.5, 301.40) PDs belong to clus-
ter C. There is also a residual category, PD not otherwise 
specified (personality disorder NOS, F60.9, 301.90). This 
diagnosis may be given when the patient has a disorder of 
personality functioning that cannot be classified as a spe-
cific PD as defined in the DSM criteria [20]. In this study, 
four subjects fulfilled the criteria of cluster A (4 men, 0 
women), 38 of cluster B (12 men, 26 women), four subjects 
of cluster C (1 man, 3 women) and 11 subjects (7 males, 4 
females) of PD NOS.
Covariates
Covariates were obtained from the K-SADS-PL inter-
view, except family- and school-related factors which were 
assessed using the EuropASI interview. Socio-demographic 
variables included gender (male/female), age at index 
hospitalization, family type (two biological parents, one 
biological parent, child welfare placement, other). Fam-
ily- and school-related factors included: repeating a year at 
school (yes/no), special services at school (yes/no), close 
relationships with friends (yes/no) and mother or father 
unemployed (yes/no). Suicidality and impulsive behavior 
was determined by asking about suicidal ideation (yes/no), 
suicide attempts (yes/no), self-mutilation behavior (yes/no) 
and impulsivity (yes/no). Impulsivity was defined as being 
present if the patient often behaves impulsively (acts before 
thinking) and impulsivity has a moderate to severe effect on 
their functioning. Impulsivity was coded as follows: 0, no 
information; 1, not present; 2, sub-threshold; occasionally 
impulsive, problem has only minimal effect on function-
ing; 3, threshold: often impulsive, problem has moderate 
to severe effect on functioning. The adolescent was consid-
ered to have impulsivity if threshold (yes/no) criteria were 
fulfilled. Adverse life events included witnessing domestic 
violence (yes/no), physical maltreatment by parents (yes/
no) and sexual abuse (yes/no). Psychiatric disorder diagno-
ses were set in the period of index hospitalization and were 
based on the K-SADS-PL interview. Psychiatric diagno-
ses were divided into five categories as follows: psychotic 
disorders (DSM-IV-TR: 295, 296.0, 296.4–0.9, 297.1–0.3, 
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298.8–0.9, 301.13, 301.22), anxiety disorders (300.00–
0.02, 300.21–0.23, 300.29, 300.3, 308.3, 309.81), affective 
disorders (296.2–0.3, 300.4, 311), substance use disorders 
(303.9, 304.0–0.6, 304.8–0.9, 305.0, 305.2.7, 305.9) and 
conduct disorders (299.80, 312.8–0.9, 313.81, 314).
Statistical methods
Statistical significances of group differences in categori-
cal variables were analyzed using Pearson’s Chi-square 
test or Fisher´s exact test and in continuous variables 
using Student’s t test. A binary logistic regression analy-
sis (method = enter) was used to examine the association 
of bullying behavior to PD (= outcome variable) in the 
male and female adolescents, separately, after adjusting for 
covariates presented in Table 1 except for causes of hospi-
tal admission. All statistical tests were two sided and the 
limit for statistical significance was set at p < 0.05. All sta-
tistical tests were performed using IPM SPSS statistics 22 
software.
Results
Table 1 shows the background and clinical characteris-
tics of the study subjects according the bullying behav-
ior groups among patients with and without PD. The 
results showed that family type is associated with bullying 
involvement in the PD group (p = 0.047); bullies and bully 
victims were placed more often in child welfare institutions 
and victims of bullying lived more often with one biologi-
cal parent. Bullies and bully victims with subsequent PD 
had experienced more physical maltreatment by parents 
(p = 0.006), were significantly more impulsive (p ≤ 0.001) 
and all had conduct disorder as a diagnosis at index hos-
pitalization. Victims of bullying with subsequent PD were 
less likely to have substance use disorder as their index 
hospitalization diagnosis (p = 0.047). Bullying behavior in 
adolescent boys was shown to decrease with age (<15 years 
vs. 15+ years: no bullying behavior, 28 vs. 50%; victim, 35 
vs. 27%, and bully/bully victim: 37 vs. 23%; p = 0.017), 
while no significant difference was seen in adolescent girls.
Among females with PD, 61% had been victims of bul-
lying in adolescence compared to 36% in the control group 
(p = 0.018). The results of a logistic regression analy-
sis (Table 2) showed that female victims of bullying were 
almost four times more likely to have PD compared to ado-
lescents with no involvement in bullying behavior. Special 
services at school, anxiety disorder and lack of close rela-
tionships with friends were also associated with PD among 
girls.
Among male adolescents there were no differences in 
the type of adolescent bullying behavior between those 
with PDs and controls without PD (p = 0.760). Table 2 
shows that boys who were placed in child welfare institu-
tions had a more than 5 times higher risk for developing PD 
compared to boys who lived with two biological parents. 
PD was also associated with suicide ideation during index 
hospitalization among boys.
Table 3 shows the PD clusters of adolescents in relation 
to their gender and bullying behavior group. The major-
ity of female (26, 78.8%) and male (12, 50%) subjects 
had cluster B PD diagnoses. A total of 16 (61.5%) of the 
females with cluster B PD had been victims of bullying, 
while the corresponding number in males was 4 (33.3%). 
Of all cluster B diagnoses, 33 (86.8%) had borderline PD, 
25 (96.1%) being female and 8 (66.6%) male.
Discussion
The present study shows that being a victim of bullying 
during childhood and adolescence increases the risk of 
subsequent PDs by nearly fourfold among females. In our 
study, the vast majority of females with PD had borderline 
PD. To our knowledge, the gender-specific association of 
bully victimization and subsequent borderline PD only 
among females but not among males is a novel finding. 
No associations were found between any type of bullying 
involvement and subsequent PDs among men.
Earlier studies [11, 13, 28, 29] have shown that bully-
ing behavior in childhood or adolescence is a predictor of 
antisocial behavior and antisocial PD in adulthood. On the 
basis of previous studies [16, 30, 31], there is also an asso-
ciation between history of bullying victimization and bor-
derline PD. However, earlier studies have not researched 
gender-specific associations. Our results show that bullying 
victimization and severe hospital-treated anxiety disorder in 
adolescence increased the likelihood for PD by over three-
fold among females, but similar association was not found 
among males. A Finnish follow-up study [11] showed that 
frequent bullying victimization in childhood among boys 
increased the risk of anxiety disorder by almost threefold in 
early adulthood. A prospective population-based study [13] 
established that victims of bullying in childhood and ado-
lescence had a higher prevalence of anxiety in early adult-
hood in both genders. We propose that anxiety disorder 
may act as one mediating factor in the association between 
being a victim of bullying and developing a borderline PD. 
This hypothesis merits further studies using larger data-
bases. Earlier studies have found that individuals with bor-
derline PD were likely to have a comorbid lifetime anxi-
ety disorder in adulthood [32–34]. In addition to bullying 
victimization, our study identifies the lack of close friends 
and the need for special services at school as other impor-
tant explaining factors in the development of PD. One form 
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of bullying, particularly seen among girls, is exclusion and 
isolation from peer groups [35]. It is easy to see how this 
isolation could lead to anxiety and an unwillingness to 
attend school, leading to a consequent need for special ser-
vice intervention.
Our study showed that bullies and those who have been 
both perpetrators and victims of bullying with a subsequent 
PD have more often experienced physical maltreatment by 
parents compared to victims of bullying and those with no 
involvement in bullying behavior who have subsequently 
developed PDs. Earlier studies [33–36] have shown that 
early trauma experiences are associated with subsequent 
PDs. Early traumatic experiences such as emotional, physi-
cal and sexual abuse, violence in the family, major illness 
and separation from parents in childhood in particular are 
associated with an increase the risk of subsequent border-
line PD [19, 36, 37]. Bullying victimization may be one 
of the most significant traumatic experiences in childhood 
[14, 19, 39–42], but there are still too few studies that 
explore the association of bullying victimization with sub-
sequent PDs.
Our results showed that in adolescents with later PD, 
those who had a history of being a bully or bully victim 
were notably younger at the index hospitalization than 
those without a history of bullying behavior. Thus, it should 
be noted that these adolescents may have potential risks for 
the development of PD later in life. Magallón-Neri et al. 
[42] have reported that adolescents with comorbid PD 
access more psychiatric hospital services than adolescent 
patients without PD. Unfortunately, our data do not include 
sufficient information to allow us to assess whether bully-
ing precedes psychiatric symptoms in adolescent patients 
or pre-existent psychiatric symptoms preceded bullying. 
However, PDs tend to appear in late childhood or adoles-
cence and continue to be manifest into adulthood [25], and 
there are several factors that can effect the developmental 
course of PDs [19]. Without a healthy control group, as was 
the case in our study, any firm judgments about the causal 
direction of the associations may not be justifiable. A Swed-
ish study [43] of adolescents’ perception of bullying noted 
that the most common reason for being bullied was a dif-
ferent appearance. Further, adolescents believed that those 
who bullied suffered from low self-esteem. They also found 
that those adolescents who were not involved in bullying 
during their school years had a stronger belief that victims 
can stand up for themselves than victims themselves. Thus, 
bullying behavior may be a potential marker of vulnerabil-
ity for developing PD later in life. In addition, some sub-
jects with certain PDs may be more sensitive to or more 
likely to develop a perception of victimization, particularly 
when they are suspicious or have paranoid ideations [20], 
e.g., paranoid PD. Further, passive-aggressive personal-
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While subjects with masochistic features, so-called self-
defeating personalities, may act manipulatively with the 
intent to get hurt in their social relationships [20].
To the best of our knowledge, this is the first follow-up 
study researching bullying behavior in adolescence and its 
association to subsequent PDs. The main strength of this 
study is that, due to our use of the semi-structured diagnos-
tic interview, it was possible to make valid and reliable psy-
chiatric DSM-IV diagnoses. Data were gathered from rep-
resentative national health care registries from outpatient 
and institutional care [45]. Earlier studies have examined 
bullying behavior among boys or boys and girls together, 
but our study was able to analyze boys and girls separately. 
In addition, the catchment area was geographically large 
and the study subjects formed a homogenous group of ado-
lescent patients from Northern Finland.
A limitation of the study is the small number of the 
cases of PDs, which may have caused a lack of statisti-
cal power in analyses. In clinical practice PD diagnoses 
are made with caution and, therefore, their prevalence is 
often underestimated [46]. Furthermore, cluster C PDs are 
rare in clinical samples [47, 48], because those affected 
do not generally actively seek treatment. Unfortunately 
the small number of bully and bully victim cases in PD 
groups did not allow us to analyze these bullying groups 
separately. Furthermore, the generalization of the findings 
Table 2  The association of 
bullying behavior to personality 
disorder among adolescent 
psychiatric patients
Only the statistically significant results of covariates are presented in the table
a Odds ratio (OR), 95% confidence interval (95% CI) and p value from logistic regression model after 
adjusting for covariates
Likelihood for personality 
disordera
OR 95% CI p value
Girls
 Bullying behavior groups 0.009
  Victim 3.80 1.40–10.30 0.009
  Bully or bully victim 0.55 0.11–2.83 0.476
 Covariates:
  Special services at school 4.80 1.89–12.20 0.001
  No close friendships 4.82 1.50–15.54 0.008
  Anxiety disorder at index hospitalization 3.06 1.23–7.60 0.016
Boys
 Bullying behavior groups 0.252
  Victim 1.17 0.36–3.82 0.800
  Bully or bully victim 0.31 0.07–1.40 0.127
 Covariates:
  Family type: child welfare placement versus two biological parents 5.50 1.13–26.80 0.035
  Suicide ideation 3.91 1.11–13.77 0.034
Table 3  Bullying behavior in relation to different personality disorder clusters
Bully or bully victim (n = 9) Victim (n = 28) No bullying behavior (n = 20) p value
n (%) n (%) n (%)
Girls (n = 33) 0.925
 Cluster A 0 (0.0) 0 (0.0) 0 (0.0)
 Cluster B 3 (11.5) 16 (61.5) 7 (26.9)
 Cluster C 0 (0.0) 2 (66.7) 1 (33.3)
 Personality disorder NOS 1 (25.0) 2 (50.0) 1 (25.0)
Boys (n = 25) 0.501
 Cluster A 0 (0.0) 3 (75.0) 1 (25.0)
 Cluster B 2 (16.7) 4 (33.3) 6 (50.0)
 Cluster C 1 (100.0) 0 (0.0) 0 (0.0)
 Personality disorder NOS 2 (28.6) 1 (14.3) 4 (57.1)
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to all general population adolescents is limited, because our 
sample consisted of hospitalized inpatients and there was 
no ‘healthy’ control group. A limitation in our study was 
that our measure of adolescent impulsivity was based on 
a single item of the K-SADS-PL interview. Mental health 
specialists often find it difficult to measure and evaluate 
impulsivity. A more comprehensive assessment of impul-
sivity would have been provided using the specific ADHD 
questionnaires. Although K-SADS-PL has been shown to 
be a reliable tool for obtaining DSM-IV-based psychiatric 
diagnoses for adolescents [22, 23], the determination of 
an adolescent’s bullying behavior is not necessarily unam-
biguous. The questions in the K-SADS-PL interview do not 
allow for a proper exploration of victimization. The ado-
lescents were simply asked whether or not they had ever 
been bullied. No structured information for victimization 
is gathered because such a protocol for data collection was 
not included in the K-SADS-PL.
In addition, the questions in the K-SADS-PL interview 
concerning bullying behavior do not report the severity, 
frequency, type, or place and time of the bullying behav-
ior. The age range of adolescents at index hospitalization 
was five years (from 13 to 17 years, mean age 15.5 years) 
and, therefore, the recall period for experiences of bullying 
behavior differs between individuals. This might affect the 
results because bullying behavior is known to decline with 
increasing age [43, 49]. It also has been suggested in previ-
ous study [50] that those subjects who are still involved in 
bullying behavior at an older age are more disturbed than 
those who engage in bullying behaviour when younger and 
when bullying is more normative. Unfortunately, the exact 
ages at which the adolescents had been involved in bully-
ing behavior remain unknown, as the only age recorded for 
each subject in our study was their age at the time of the 
interview performed at their index hospitalization. Bully-
ing behavior would have been more accurately defined if 
specific valid instruments for bullying behavior were used 
[51].
Conclusions
This study is an important addition to previous literature, 
because very few previous studies have investigated bul-
lying behavior in adolescence in relation to the subse-
quent development PD later in life. Bullying victimiza-
tion may have an influence on the development of PD in 
females, especially in the development of borderline PD. 
Given that bullying victimization in adolescence may have 
potentially serious consequences later in life, prevention 
and early intervention are extremely important. Teachers, 
school nurses and health care professionals should pay 
particular attention to all victims of bullying and actively 
ask adolescents about their experiences of bullying. Ado-
lescent services should pay particular attention to girls 
who are victims of bullying, who have problems at school 
or who show signs of anxiety. Further studies are needed 
using larger study populations to investigate other forms of 
maltreatment such as workplace bullying, bullying among 
siblings, dating maltreatment and cyberbullying as other 
potential covariates which may contribute to the develop-
ment of PDs.
Acknowledgements This study received support from the Finnish 
Medical Foundation.
Compliance with ethical standards 
All human and animal studies have been approved by the appropriate 
ethics committee and have, therefore, been performed in accordance 
with the ethical standards laid down in the 1964 Declaration of Hel-
sinki and its later amendments. All patients and their parents or their 
guardians gave their informed consent prior to their inclusion in the 
study. The identity of the patients under study cannot be revealed from 
the results.
Conflict of interest The authors declare that they have no conflicts 
of interest.
References
 1. Olweus D (2011) Bullying at school and later criminality: find-
ings from three Swedish community samples of males. Crim 
Behav Ment Health 21:151–156. doi:10.1002/cbm.806
 2. Nansel TR, Overpeck M, Pilla RS, Ruan WJ, Simons-Morton B, 
Scheidt P (2001) Bullying behaviors among US youth: preva-
lence and association with psychosocial adjustment. JAMA 
285:2094–2100. doi:10.1001/jama.285.16.2094
 3. Nansel TR, Craig W, Overpeck MD, Saluja G, Ruan WJ (2004) 
Cross-national consistency in the relationship between bullying 
behaviors and psychosocial adjustment. Arch Pediatr Adolesc 
Med 158:730–736. doi:10.1001/archpedi.158.8.730
 4. Craig W, Harel-Fisch Y, Fogel-Grinvald H, Dostaler S, Het-
land J, Simons-Morton B et al (2009) A cross-national profile 
of bullying and victimization among adolescents in 40 coun-
tries. Int J Public Health 54(Suppl. 2):216–224. doi:10.1007/
s00038-009-5413-9
 5. Undheim AM, Sund AM (2010) Prevalence of bullying and 
aggressive behavior and their relationship to mental health 
problems among 12- to 15-year-old Norwegian adolescents. 
Eur Child Adolesc Psychiatry 19:803–811. doi:10.1007/
s00787-010-0131-7
 6. Kumpulainen K (2008) Psychiatric conditions associated with 
bullying. Int J Adolesc Med Health 20:121–132
 7. Santalahti P, Sourander A, Aromaa M, Helenius H, Ikäheimo K, 
Piha J (2008) Victimization and bullying among 8-year-old Finn-
ish children: a 10-year comparison of rates. Eur Child Adolesc 
Psychiatry 17:463–472. doi:10.1007/s00787-008-0688-6
 8. Scheepers FE, Buitelaar JK, Matthys W (2011) Conduct dis-
order and the specifier callous and unemotional traits in the 
DSM-5. Eur Child Adolesc Psychiatry 20:89–93. doi:10.1007/
s00787-010-0149-x
 9. Luukkonen AH, Räsänen P, Hakko H, Riala K, STUDY-70 
Workgroup (2010) Bullying behavior in relation to psychiatric 
788 Eur Child Adolesc Psychiatry (2017) 26:779–789
1 3
disorders and physical health among adolescents: a clini-
cal cohort of 508 underage inpatient adolescents in North-
ern Finland. Psychiatry Res 178:166–170. doi:10.1016/j.
psychres.2010.04.022
 10. Vaughn MG, Fu Q, Bender K, Delisi M, Beaver KM, Perron 
BE et al (2010) Psychiatric correlates of bullying in the United 
States: findings from a National sample. Psychiatr Q 81:183–
195. doi:10.1007/s11126-010-9128-0
 11. Sourander A, Jensen P, Ronning JA, Niemela S, Helenius H, Sil-
lanmaki L et al (2007) What is the early adulthood outcome of 
boys who bully or are bullied in childhood? The Finnish “From a 
Boy to a Man” study. Pediatrics 120:397–404
 12. Kumpulainen K, Räsänen E, Puura K (2001) Psychiatric dis-
orders and the use of mental health services among children 
involved in bullying. Aggress Behav 27:102–110. doi:10.1002/
ab.3
 13. Copeland WE, Wolke D, Angold A, Costello EJ (2013) Adult 
psychiatric outcomes of bullying and being bullied by peers in 
childhood and adolescence. JAMA Psychiatry 70:419–426. 
doi:10.1001/jamapsychiatry.2013.504
 14. Fekkes M, Pijpers FIM, Fredriks AM, Vogels T, Verloove-Van-
horick SP (2006) Do bullied children get Ill, or do Ill children get 
bullied? A prospective cohort study on the relationship between 
bullying and health-related symptoms. Pediatrics 117:1568–1574
 15. Kim YS, Leventhal B (2008) Bullying and suicide. A review. Int 
J Adolesc Med Health 20:133–154
 16. Hengartner MP, Ajdacic-Gross V, Rodgers S, Muller M, Rossler 
W (2013) Childhood adversity in association with personality 
disorder dimensions: new findings in an old debate. Eur Psychia-
try 28:476–482. doi:10.1016/j.eurpsy.2013.04.004
 17. Trull JT, Useda JD, Cinforti K, Doan BT (1997) Borderline per-
sonality disorder features in nonclinical young adults:2. Two-
year outcome. J Abnorm Psychol 106:307–314
 18. Stepp SD, Olino TM, Klein DN, Seeley JR, Lewinsohn PM (2013) 
Unique influences of adolescence antecedents on adult borderline 
personality disorder features. J Personal Disord 4:223–229
 19. Coid J (2003) Epidemiology, public health and the problem of 
personality disorder. Br J Psychiatry Suppl 44:S3–S10
 20. American Psychiatric Association (2000) Diagnostic and Statis-
tical Manual of Mental Disorders. DSM-IV-TR. American Psy-
chiatric Association, Washington, DC
 21. Ilomäki R, Riala K, Hakko H, Lappalainen J, Ollinen T, Räsänen 
P, Timonen M (2008) Temporal association of onset of daily 
smoking with adolescent substance use and psychiatric morbid-
ity. Eur Psychiatry 23:85–91
 22. Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P 
(1997) Schedule for Affective Disorders and Schizophrenia for 
School-Age Children-Present and Lifetime Version (K-SADS-
PL): initial Reliability and Validity Data. J Am Acad Child Ado-
lesc Psychiatry 36:980–988
 23. Kim YS, Cheon KA, Kim BN, Chang SA, Yoo HJ, Kim JW et al 
(2004) The Reliability and validity of kiddie-schedule for affec-
tive disorders and schizophrenia-present and lifetime version-
korean version (K-SADS-PL-K). Yonsei Med J 45:81–89
 24. Ambrosini PJ (2000) Historical development and present sta-
tus of the schedule for affective disorders and schizophrenia for 
school-age children (K-SADS). J Am Acad Child Adolesc Psy-
chiatry 39:49–58
 25. World Health Organization (1993) The ICD-10 classification of 
mental and behavioral disorders: Diagnostic criteria for research. 
World Health Organization, Geneva
 26. Mynard H, Jospeh S (1997) Bully/victim problems and their 
association with Eysenck’s personality dimensions in 8–13 year-
olds. Br J Educ Psychol 67:51–54
 27. Kantojärvi L, Hakko H, Riipinen P, Riala K (2016) Who is 
becoming personality disordered? A register-based follow-up 
study of 508 inpatient adolescents. Eur Psychiatry 31:52–59. 
doi:10.1016/j.eurpsy.2015.10.002
 28. Bender D, Lösel F (2011) Bullying at school as a predictor of 
delinquency, violence and other anti-social behaviour in adult-
hood. Crim Behav Ment Health 21:99–106. doi:10.1002/
cbm.799
 29. Renda J, Vassallo S, Edwards B (2011) Bullying in early ado-
lescence and its association with anti-social behaviour, criminal-
ity and violence 6 and 10 years later. Crim Behav Ment Health 
21:117–127. doi:10.1002/cbm.805
 30. Wolke D, Schreier A, Zanarini MC, Winsper C (2012) Bullied 
by peers in childhood and borderline personality symptoms at 
11 years of age: a prospective study. J Child Psychol Psychiatry 
53:846–855. doi:10.1111/j.1469-7610.2012.02542.x
 31. Sansone RA, Lam C, Wiederman MW (2010) Being bul-
lied in childhood: correlations with borderline personality 
in adulthood. Compr Psychiatry 51:458–461. doi:10.1016/j.
comppsych.2010.02.002
 32. Zanarini MC, Frankenburg FR, Hennen J, Reich DB, Silk KR 
(2004) Axis I comorbidity in patients with borderline personality 
disorder: 6-year follow-up and prediction of time to remission. 
Am J Psychiatry 161:2108–2114
 33. Tomko RL, Trull TJ, Wood PK, Sher KJ (2014) Characteris-
tics of borderline personality disorder in a community sample: 
comorbidity, treatment utilization, and general functioning. J 
Pers Disord 28:734–750. doi:10.1521/pedi_2012_26_093
 34. Silverman MH, Frankenburg FR, Reich DB, Fitzmaurice G, 
Zanarini MC (2012) The course of anxiety disorders other than 
PTSD in patients with borderline personality disorder and Axis 
II comparison subjects: a 10-year follow-up study. J Pers Disord 
26:804–814. doi:10.1521/pedi.2012.26.5.804
 35. Baldry AC, Farrington DP (1999) Brief report: types of bullying 
among Italian school children. J Adolesc 22:423–426
 36. Bandelow B, Krause J, Wedekind D, Broocks A, Hajak G, 
Rüther E (2005) Early traumatic life events, parental attitudes, 
family history, and birth risk factors in patients with border-
line personality disorder and healthy controls. Psychiatry Res 
134:169–179
 37. Zanarini MC, Williams AA, Lewis RE, Bradford Reich R, Vera 
SC, Marino MF et al (1997) Reported pathological childhood 
experiences associated with the development of borderline per-
sonality disorder. Am J Psychiatry 154:1101–1106
 38. van Dijke A, Ford JD, van der Hart O, Van Son MJ, Van der 
Heijden PG, Buhring M (2011) Childhood traumatization by 
primary caretaker and affect dysregulation in patients with bor-
derline personality disorder and somatoform disorder. Eur J Psy-
chotraumatol. doi:10.3402/ejpt.v2i0.5628
 39. Bond L, Carlin JB, Thomas L, Rubin K, Patton G (2001) Does 
bullying cause emotional problems? A prospective study of 
young teenagers. BMJ 323:480–484
 40. Paolucci EO, Genuis ML, Violato C (2001) A meta-analysis of 
the published research on the effects of child sexual abuse. J Psy-
chol 135:17-3641. J Abnorm Child Psychol 30:599–607
 41. Crick NR, Nelson DA (2002) Relational and physical victimiza-
tion within friendships: nobody told me there’d be friends like 
these. J Abnorm Child Psychol 30:599–607
 42. Magallón-Neri EM, Canalda GC, De la Fuente JE, Forns M, 
Garcia R, González E et al (2012) The influence of personality 
disorders on the use of mental health services in adolescents with 
psychiatric disorders. Compr Psychiatry 53:509–515
 43. Frisén A, Persson Johnson AK (2007) Adolescents’ perception of 
bullying: who is the victim? Who is the Bully? What can be done 
to stop bullying? Adolescence 42:749–761
 44. Girardi P, Monaco E, Prestigiacomo C, Talamo A, Ruberto A, 
Tatarelli R (2007) Personality and psychopathological profiles in 
individuals exposed to mobbing. Violence Vict 22:172–188
789Eur Child Adolesc Psychiatry (2017) 26:779–789 
1 3
 45. Sund R (2012) Quality of the Finnish Hospital Discharge Reg-
ister: a systematic review. Scand J Public Health 40:505–515. 
doi:10.1177/1403494812456637
 46. Bender DS, Dolan RT, Skodol AE, Sanislow CA, Dyck IR, 
McGlashan TH et al (2001) Treatment utilization by patients 
with personality disorders. Am J Psychiatry 158:295–302
 47. Zimmerman M, Rothschild L, Chelminski I (2005) The preva-
lence of DSM-IV personality disorders in psychiatric outpa-
tients. Am J Psychiatry 162:1911–1918
 48. Fossati A, Maffei C, Bagnato M, Battaglia M, Donati D, Donini 
M et al (2000) Patterns of covariation of DSM-IV personal-
ity disorders in a mixed psychiatric sample. Compr Psychiatry 
41:206–215
 49. Bowlan NM (2011) Implementation and evaluation of a com-
prehensive, school-wide bullying prevention program in an 
urban/suburban middle school. J Sch Health 81:167–173. 
doi:10.1111/j.1746-1561.2010.00576.x
 50. Klomek AB, Marrocco F, Kleinman M, Schonfeld IS, Gould MS 
(2007) Bullying, depression, and suicidality in adolescents. J Am 
Acad Adolesc Psychiatry 46:40–49
 51. Hamburger ME, Basile KC, Vivolo AM (2011) Measuring bul-
lying victimization, perpetration, and bystander experiences: a 
compendium of assessment tools. Centers for Disease Control 
and Prevention, National Center for Injury Prevention and Con-
trol, Atlanta, GA. http://www.cdc.gov/violenceprevention/pdf/
BullyCompendiumBk-a.pdf. Accessed 26 October 2015
